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therapy suggests the presence of upper urinary tract
infection and may be an indication for radiologic inves-
tigation of the urinary tract. LARRY J. BARAFF, MD
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Radiography in Cervical Spine Trauma

ONE OF THE MOST CHALLENGING and vexing problems
in emergency medicine is cervical spine trauma. Not
only do patients with such trauma often have multi-
system injuries—in which abdominal and thoracic
injuries may have the highest treatment priority—but
they also may have an altered mental status from asso-
ciated head injury or concomitant use of alcohol or
drugs. Interpreting preliminary radiographs is often
difficult because of the complex anatomy of the area
and the technically suboptimal studies that sometimes
result from portable technique, poor patient coopera-
tion and reluctance to move a patient for proper posi-
tioning. Nonetheless, failure to recognize significant
injury may result in disastrous consequences.

The traditional radiographic examination for sus-
pected cervical spine trauma has been a cross-table
lateral view. Although this is a generally quick and
effective. way to assess most significant injuries, some
Jefferson and odontoid fractures, as well as rotary in-
juries of C1-2, may not be apparent on the cross-table
lateral view, and injuries involving C-7 may be difficult
to interpret because of overlapping soft tissues and
bony structures of the shoulder. Occasionally, even mid-
cervical injuries may be missed on a single cross-table
lateral view because of the subtlety of the injury or poor
technical quality of the initial radiographs. Conse-
quently, a standard anteroposterior and open-mouth or
modified odontoid view should be done routinely before
mobilizing a patient’s head or neck in all cases of sus-
pected cervical spine injury. Likewise, vertebral arch
views (pillar views) should be done if there is evidence
of a hyperextension injury.

Although anteroposterior and lateral radiographs
continue to be the mainstay of radiographic screening
in spinal injuries, their use leads to an underestimation
of the degree of injury in a substantial number of
patients. In the past, plain film tomography has been
used to further evaluate questionable findings seen on
the initial radiographs; however, as with cranial and
abdominal trauma, computerized tomography (CT)
has added a new dimension to the management of
spinal injuries.

CT studies can provide information about spinal
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injuries that may not be available from plain radio-
graphs or conventional tomography, and they do this
rapidly and safely. Most CT examinations of the
cervical spine can be completed within 30 minutes,
often in conjunction with studies of the head, chest or
abdomen, and the only movement that is required is

sliding a patient on and off a CT scanner couch. CT

scans clearly delineate vertebral alignment and in-
tegrity, especially of the posterior elements. They are
generally easier to interpret than conventional tomo-
grams because of their superior contrast resolution,
and they expose patients to less radiation. In addition,
CT gives information about the neural canal (for ex-
ample, the location of bone or bullet fragments and
whether they compromise the canal), spinal cord,
thecal sac and nerve roots. When available, sagittal and
coronal reformatted images are useful in showing the
state of the neural canal in the longitudinal dimension
without requiring additional patient movement or radia-
tion.

In a number of cases the method of treatment for a
spinal injury has been changed directly as a result of
CT findings. Thus, a CT scan of the cervical spine
should be done whenever possible in the presence of a
bony injury seen on preliminary radiographs or when a
neurologic deficit appears to be from spinal cord injury,
even in the absence of bony injury detectable on the

initial radiographs. KENNETH W. KIZER, MD, MPH
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Hypertensive Emergencies

A PRONOUNCED AND SUDDEN RISE in blood pressure may
represent an immediate threat to life. Prompt reduction
of blood pressure in-such settings is essential to prevent
or reverse the morbid consequences.

The urgency of the clinical situation is determined by
the presence or absence of acute end-organ dysfunction.
Thus, patients with intracerebral hemorrhage or hyper-
tensive encephalopathy, acute left ventricular failure or
acute myocardial ischemia must have their blood pres-
sure lowered immediately. Sodium nitroprusside is the
drug of choice for such patients, as it provides both
effective and titratable antihypertensive effect and the
ability to discontinue the drug quickly if tissue perfusion
is impaired.

Nitroprusside is administered by constant intrave-
nous infusion at a dose of 0.5 to 8.0 ug per kg of body
weight per minute. Practically, this may be achieved
by mixing 50 mg of nitroprusside in a solution of 250
ml of 5 percent dextrose in water and beginning the
infusion (for a 70-kg patient) at 5 microdrops a min-
ute (5 ml an hour). The infusion rate is then in-
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